involve a more extensive resection than perhaps is necessary for the type of polyp. Aim and Method: We propose a novel technique of laparoscopic resection of benign caecal polyps using colonoscopy to assist and guide to the location of the polyp and then use laparoscopic stapling devices to locally resect the area of caecum containing the polyp. This is minimally invasive to the patient and they can be discharged the following day. Results: Our series of 3 patients so far have all had a complete resection proven on histology and have recovered well with no complications.
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DOES PREOPERATIVE LOCALISATION FOR TOTAL PARATHYROIDECTOMY IN PATIENTS WITH RENAL FAILURE IMPROVE OUTCOME? Thomas Hanna, Jo Edwards, Helen Grimsmo, Jacob Akoh. Derriford Hospital, Plymouth, UK Background: Secondary hyperparathyroidism is a common complication of established renal failure (ERF). The aims of this study were to determine patient and operative characteristics which might predict persistent or recurrent hyperparathyroidism after surgery. To assess the influence of pre-operative imaging on the ability to locate and remove parathyroid glands during both the initial and repeat surgery. Methods: A retrospective study of all chronic kidney disease patients requiring a total parathyroidectomy because of failed medical management from 1st January 1999 to 31st December 2008. Patient characteristics, preoperative imaging, medical treatment, operative findings, histology and patient outcome were all studied. Results: 75 patients underwent total parathyroidectomy during this period were followed up for an average of 44.5 months. 61 (81%) had removal of all parathyroid glands with associated fall in parathyroid hormone level. Pre operative imaging was used in 15 patients (20%) and found to be unhelpful in directing surgery in 12 of 15 (80%) cases. Four patients underwent repeat parathyroid surgery for recurrent/persistent RHPT with pre operative imaging used in two cases. Conclusion: A high success rate can be achieved without pre-operative imaging and is therefore not indicated prior to the first parathyroidectomy operation. Results: 71 Oesophagectomies were performed (male: female ratio 4.1:1). 54 Patients were transferred directly from theatre recovery to the upper GI surgery ward (76%), 17 went directly to HDU or ITU (24%). There was no statistically significant difference in age or tumour stage between ward managed and critical care groups. There was no statistically significant difference in total post-operative length of stay. Overall in-patient and 30 day mortality were both 2.8%. Conclusion: The majority of oesophagectomies can be managed without routine critical care with no increase in in-patient or 30 day mortality compared to national oesophago-gastric cancer audit data. 
OESOPHAGECTOMIES CAN BE MANAGED WITHOUT ROUTINE HDU OR ITU ADMISSION

